purpose 'to make explicit recommendations with a definite intent to influence what clinicians do '.[8] This matched our research subject: educational content used to influence communicative behaviour by listing recommendations. Although the term 'guideline' is, as the referee mentions, uncommon in communication literature, it is used to describe texts that list recommendations for good communication. [9] Moreover, using the guideline perspective, enabled us to evaluate the quality of the recommendations with the AGREE assessment instrument. It turned out that in the guideline development little attention has been paid to user centeredness and feasibility, the main reason to start our study! [9] All together, we decided to maintain our innovative guideline perspective. Still, we broadened our literature review and included central issues from the educational perspective.
6.2. The issues of skills, competencies and performance are related to the first comment. We agree that in medical education, especially in undergraduate courses, training of isolated communication skills is important. However, in vocational training (our domain) the focus shifts from skills to competencies, with specific attention to the performance of trainees in daily practice. In everyday practice not all tools are used for every medical problems. Trainees should learn how to choose the right communication strategy. We do agree that this philosophy is not yet common in medical schools, although it was pointed out by some authors before. Only one of the guidelines in our study had variable contexts, the others described only one line of action. To our opinion, this issue is strongly related to "feasibility and user centeredness" of recommendations, i.e. practice based guidelines. 6.3.Involving patients in the development of new communication guidelines is very important indeed. We have added the remark that patients should be involved in developing guidelines for doctor patient communication to our discussion.
7. Reviewer 2 (Margaret Holmes-Rovner) 7.1. + 7.8 + 7.9 We validated our sample by creating sufficient variation to make it likely that all existing opinions are included [10] . We included different types of users and users of different universities. In the GP-trainees groups, we varied the year of training and explicitly invited trainees with strong positive or negative opinions. Additionally we took a large sample of ten focus groups were most studies consist of 5 groups or less. Within health care research qualitative methods are considered especially useful for exploring reasons for non-adherence and developing ideas to enhance adherence.[1-3] Focus groups are useful for exploring people's experiences and stating suggestions based solely on focus group studies is accepted. [1] [2] [3] [11] [12] [13] 7.2 See point 3.
7.3 We expanded the information on the impact of interventions that promote good communication.
7.4 Apparently, our text was unclear on this issue. We agree with the comment. We added a reflection on the research on didactics and rephrased some sentences to clarify our point.
General
The revised manuscript, characteristics of communication guidelines addresses an important and understudied area of research, the question of whether the standard approach to teaching communication skills to health professionals follows what is known about applicability to practice settings in the guidelines literature. The authors take a novel approach to the problem, using the guidelines literature as a template for assessing communication skills teaching as it is done in Dutch medical schools. In doing so, the authors challenge what appears to be standard Dutch medical school teaching, but has not been subjected to the test of applicability to routine practice settings, as seen through the lens of practice guideline implementation. However, there are significant gaps in the authors review of the background literature and in their reporting of their methods. While the results are interesting, the authors do not reflect that these are the opinions of 10 small groups of trainers and practitioners (characteristics not described). The authors imply (p 23) that their focus group results represent the broader universe of practitioners and trainers and students and that communication skills training should be changed based on their results. This seems a strong claim for a small data set, which is likely to maintain biases the authors have not described. (1) There is no limitations statement included in the report. (2) Background: Teaching communication skills is basically an intervention. There is a large literature about the teaching of communication skills. There are several reviews of the literature. MA Stewart has recently published one. In addition, there is a Cochrane review of randomized trials. See Lewin et al, 2005 issue of the Cochrane Library, issue 4, Interventions for providers to promote a patient-centered approach in clinical consultationsi. That review is largely focused on trials and controlled before/after designs. However, it also lists all the vast literature reviewed to identify the trials. It would enhance the article if the authors reported what the impact of such interventions is, and therefore, why medical schools teach them. (3) The review of the literature would reveal that many of the trials combine skills and disease-specific content. The introduction says (p 4) that implementation has focused on changing practitioners attitudes or the organization of health care. Apparently the authors overlooked the literature on changing skills and behavior of practitioners. (4) The lack of attention to the prior literature is an interesting oversight, since the authors report that their participants are concerned about lack of evidence of the effectiveness of communication skills training. The authors are less critical of the guidelines literature, although many reviews show that guidelines for technical changes have had implementation difficulties. (5) Interestingly, the focus group results (p 19) suggest that evidence-based rather than consensus-based guidelines should be developed. Since neither the participants nor the authors report on a review of the evidence, this result suggests that a thorough and balanced literature review could help address the problem identified. (6) 
Compulsory Revisions (that the author must respond to before a decision on publication can be reached) Background: Please describe conceptual framework: What is a guidelinei? The authors indicate that four medical schools use the same communication guideline and three use a different guideline each (p 7). Do they refer to a course? A set of published guidelines? Reference 25 is not available, and the description on page 7doesnt say what they mean. Is this similar to communication guidelines in other medical schools in other countries? What is being evaluated in the focus groups? (7) Methods and data: Focus groups are useful for identifying issues in need of investigation. However, they are known to produce premature consensus, due to participants tendencies to agree with each other in a group setting. This is not accounted for in their discussion of the methods or results. (8) There are several items missing from the report of the methods that need to be provided: --The participants are not described (age, gender, years in practice, academic rank, etc). A table is needed, and some indication of how these differed among focus groups. How representative are they of some constituent group for guidelines? (9) --Remarks and opinions of novices are not differentiated from experts (even though they have three separate focus groups of trainees). If there are no differences, they should say so. They say in the text that only trainees used the whole model, but the table does not reflect this information, nor show a distribution of implementation rates reported. The authors report that there was lively discussion. However, they do not report differences or similarities between practitioner perspectives and trainer perspectives. The data report does not provide a context for interpreting their opinions. (10) 
